The prognosis for 449 young men with normal, mildly abnormal, and obstructive arteriograms with and without internal mammary artery implants was studied. Prognosis for patients with normal arteriograms was good in regard to incidence of infarction and mortality. In 30 patients with mildly abnormal arteriograms there appeared to be a relatively higher incidence of myocardial infarction, although the total number of patients in this category was small. with hypertension were included. The objective was to have at least a 5-year follow-up for each patient. Clinical records were examined and clinical data were coded for Hollerith cards without reference to catheterization findings. Analysis was done manually. The following classification was used:
SUM MARY
The prognosis for 449 young men with normal, mildly abnormal, and obstructive arteriograms with and without internal mammary artery implants was studied. Prognosis for patients with normal arteriograms was good in regard to incidence of infarction and mortality. In 30 patients with mildly abnormal arteriograms there appeared to be a relatively higher incidence of myocardial infarction, although the total number of patients in this category was small. In 116 young men with obstructive coronary disease the 5-year survival rate was 66.8%. The 5-year mortality in patients with single vessel involvement was 8.8% and in those with multiple vessel disease mortality was 37%. The mortality was 6 .8% each year among survivors in this group of patients with both single and multiple vessel disease. The prognosis was worse when there was multiple vessel involvement, when there was generalized decrease in contractility shown by the left ventriculogram, or when the electrocardiogram showed evidence of myocardial infarction. The influence of internal mammary artery implantation could not be accurately assessed because of the small number of cases and the substantial number of patients who did not 
Methods
The records of men who were less than 40 years of age at the time coronary arteriography was performed from 1961 through 1965 were examined.2 Those with primary myocardial disease, idiopathic subaortic stenosis, and congenital or valvular heart disease were excluded from the study. Those with hypertension were included. The objective was to have at least a 5-year follow-up for each patient. Clinical records were examined and clinical data were coded for Hollerith cards without reference to catheterization findings. Analysis was done manually. The following classification was used: (1) normal: smooth vessels showing no variations in lumen diameter; (2) mildly abnormal: barely perceptible to less than 50% narrowing of lumen diameter; (3) obstructive: narrowing of lumen diameter between 50% and 100% with further subdivision to: (a) 50% to almost 90%; (b) 90% to almost 100%; (c) 100%. In the latter group more than one third of the patients (36%) had undergone myocardial revascularization.
Follow-up information was obtained primarily from answers to questionnaires sent to the referring physicians. When information was not received, the patients were contacted. Relatives or employers of patients, credit bureaus, and the Bureau of Vital Statistics provided data otherwise unavailable. Information obtained included the incidence of morbidity (angina, myocardial infarction) and mortality (dates and causes of deaths).
Survival curves of these patients were constructed by using actuarial methods.3 Date of catheterization was used as zero point in time. Definition of clinical diagnoses were those previously used.'
Briefly stated, angina pectoris was considered to be distress somewhere in the upper half of the body which was precipitated by walking and relieved promptly (within 15 minutes) by rest. Myocardial infarction was diagnosed only (Table 2) The most frequent indication for diagnostic study in this group of 261 patients was chest pain (230 patients). Eleven of these patients were thought to have symptomatic coronary disease by one or two of the authors (J.S.L. and W.L.P.) on the basis of the clinical history at the time of study. All these patients are alive and without myocardial infarction. Seven of these patients were free of chest pain at last inquiry, Table 3 shows the follow-up data in this group of patients. All patients living have had a minimum 5-year follow-up. Only 37 of 82 patients alive after 5 (4) 14 (2) 2 (1) 53 (7) Notdone 6 (1) 7(2) 9(6) Table 8 presents a small number of a selected group of patients in whom repeat coronary arteriography was performed. It illustrates the variable and unpredictable course of coronary lesions. Progression occurs not only in the original lesions, but also in the arteriographically normal vessels as well. While most of the lesions were unchanged or progressed, in two patients they regressed from severe (90%) to nonobstructive (± 40%), both involving the anterior descending artery. The survival curves of the normal and mildly abnormal group and the nonoperated patients with obstructive disease are shown in figure  2 . The 5-year mortality in the nonoperated group was 6.8% each year among survivors.
Patients who had internal mammary artery implants within 5 In the patients who had internal mammary artery implants soon after arteriography, the results were difficult to evaluate. By subsequently determined standards of selection for operation many patients would not have been candidates for single implants because of the less than optimal degree of occlusion and the absence of collaterals, both determining factors of the success of the operation. In addition, selection by patients and physicians for diagnostic study or repeat arteriography makes objective correlation difficult.
